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Abstract 
Psychotherapists’ approach to intake assessment has a major impact on mental health case conceptualization and 
treatment. Despite its importance, little is known about therapists’ actual assessment practices. This appears to be 
the first study to investigate which aspects of biopsychosocial functioning are documented by therapists in their 
intake assessments, how thoroughly these issues are assessed, and how well the information collected is integrated 
into the assessment findings. The study found that therapists regularly collect information regarding a wide range of 
biopsychosocial issues, though not in a detailed or comprehensive manner, nor a manner designed to maximize 
treatment effectiveness.  
© 2010 Published by Elsevier Ltd. 
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1. Introduction 
Intake assessment is a crucial component of mental health care. The approach that counselors and therapists take 
toward intake assessment directly impacts diagnostic findings, case conceptualization, and consequently the 
subsequent course of treatment. There has been very little empirical research, however, that has examined 
counselors’ and psychotherapists’ actual assessment practices when they provide mental health care to the public. 
Very little is known about the areas of clients’ lives that are assessed, how thoroughly each area is assessed, and 
how this information is then integrated to arrive at diagnoses and other assessment results.  
One of the most comprehensive approaches to conceptualizing mental health assessment and treatment is the 
biopsychosocial (BPS) approach, originally proposed by Engel in 1977. This approach takes a comprehensive, 
systemic perspective to integrating the psychological, biological, and sociocultural influences on human 
development and functioning (Suchman, 2005). The approach has also become highly influential in both mental and 
physical health care around the world (White, 2005). Consequently, it provided a useful conceptual framework for 
examining therapists’ assessment practices in the present study.  
Despite the widespread use and acceptance of a BPS framework in the mental health field, there has been very 
little examination of its use in actual clinical practice. The field of medicine has examined these issues at some 
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length (Frankel, Quill, & McDaniel, 2003; White, 2005), but there has been little investigation of the extent to which 
mental health assessment and case conceptualization conform to a BPS approach. In fact, only one study was found 
that examined this question. In this study, McClain, O’Sullivan, and Clardy (2004) investigated whether psychiatric 
residents formulated integrative case conceptualizations according to a BPS framework. Two board certified 
psychiatrists independently rated 79 written case conceptualizations that were submitted by residents from across all 
four years of training and from four different medical schools in the U.S. The study found that, on average, none of 
the groups of residents (i.e., first through fourth year of residency) wrote BPS case formulations that reached what 
was identified as the basic level of clinical competency. The reports typically included information regarding a wide 
range of biological, psychological, and sociocultural factors, but the information was not well integrated and was 
judged to have the potential to lead to less effective treatment. This study only examined the written case 
conceptualizations that were prepared specifically for purposes of the study—it did not examine documentation 
from the clients’ actual clinical files. 
Given the central importance of assessment in mental health care and the lack of information regarding how 
practicing therapists’ and counselors’ currently conduct intake assessments, the present study was undertaken to 
gain an understanding of therapists’ assessment practices when offering psychological treatment to the public as part 
of usual mental health services. A biopsychosocial perspective was used as the conceptual framework for the 
investigation because it provides a comprehensive framework for conceptualizing mental health treatment and is 
widely known and accepted. The specific purposes of the present study were to investigate which biological, 
psychological, and sociocultural influences on clients’ development and current functioning were addressed in 
therapists’ intake assessments, how thoroughly these components were assessed, and how well the information 
collected was then integrated into assessment findings. The following questions were addressed: (1) Which aspects 
of biological, psychological, and sociocultural functioning are included in therapists’ intake assessments? (2) How 
are each of these aspects addressed in terms of level of detail, strengths, deficits, and thoroughness? (3) How 
thoroughly is this information integrated into client case conceptualization? And (4) do various client characteristics 
such as gender or type of psychiatric disorder affect the level of detail and comprehensiveness of the assessment 
information? This appears to be the first study in the literature to examine therapists’ usual assessment practices to 
investigate these questions. 
2. Methods 
2.1 Client Files
This study examined the case files for 163 clients seen at 3 different mental health clinics in Milwaukee, a large 
city in the State of Wisconsin in the United States. These clients were seen by 14 different therapists from a variety 
of master’s and doctoral-level fields and with a wide range of professional experience (from 1 to 29 years, mean = 
6.92, SD = 8.72). Clinics I and II were comprehensive community mental health centers offering a wide range of 
services while Clinic III was a substance abuse treatment clinic which primarily served uninsured homeless men. 
There were 51 files reviewed from Clinic 1, including those from 30 female clients (58.8%). Their mean age was 
41.59 years (SD = 12.05). Fifty files were examined from Clinic 2 (mean age = 37.56, SD = 11.32, 66.0% for female 
clients). All of the files from Clinic 3 involved male clients (n = 62, mean age = 44.79, SD = 9.08).  
The client files that were examined included consecutive admissions for each therapist who participated in this 
study. For each therapist, the files for his or her last 20 clients were examined and included in the data collection if 
(1) the client was at least 18 years of age; (2) the client had been seen for at least 4 sessions; and (3) the client 
participated in individual therapy. Family, couple, and group therapy cases were excluded because intake procedures 
are sometimes less extensive for these treatment formats. All of the files that were examined were written before the 
therapists agreed to participate. Therefore, the files represent actual clinical practice or treatment-as-usual, and not 
documentation that had been prepared with the knowledge that it was going to be reviewed and evaluated by a 
researcher. 
The clients whose files were examined had received a wide variety of DSM-IV-TR (American Psychiatric 
Association, 2000) diagnoses. To allow for a meaningful statistical analysis of the data, these diagnoses were 
collapsed into the general categories used in the DSM-IV-TR. After this was done, the most common primary Axis I 
diagnosis was a mood disorder (44.8%), followed by a substance abuse disorder (19.0%) or anxiety disorder 
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(12.3%). Secondary diagnoses on Axis I were found in 73.0% of the files, the most common being an anxiety 
disorder (25.2%), mood disorder (21.5%), or substance related disorder (14.7%). Three or more diagnoses on Axis I 
were present in 26.4% of the files. No diagnosis was given on Axis II in 58.3% of the cases and deferred diagnosis 
was made in 33.1% of the cases. Antisocial Personality Disorder was the most common Axis II diagnosis given 
(4.9%) followed by Borderline (1.2%) and Personality Disorder Not Otherwise Specified (1.2%).  
2.2 Instrument
Each file was rated according to an instrument that was constructed specifically for this study. Evidence for the 
reliability of the Biopsychosocial Framework Comprehensiveness Form was found to range from moderate to 
excellent on the two rating scales included in the instrument. The kappa coefficient for the Detail and 
Comprehensiveness Scale between two raters who were blind to each others’ ratings was .97 for the 25 individual 
biopsychosocial components, and the kappa coefficient was .57 for the global ratings on the Overall Use of a BPS 
Approach Scale. Evidence for content-related validity came from the finding that all of the information in the 163 
client files that were examined in this study could be categorized into the 25 biopsychosocial components included 
in the instrument. There was no information in any file that could not be incorporated into the instrument. 
2.3 Procedure
All of the reports and notes from the client files were examined, including any intake summary or report, test 
protocol form, progress note, or any other form of notes containing information obtained during the first four 
sessions a client was seen. Reports from any referral or other sources that provided assessment information before 
the fourth session were also included. Though the intake assessments in this study were generally completed in one 
or two sessions, an extended intake period was used to minimize the possibility that the study would underestimate 
the amount of information collected through the intake procedures at these clinics.  
3. Results
After reviewing each client file, notations were made regarding whether information was present regarding each 
of the 25 individual BPS components and whether strengths and weaknesses regarding each component had been 
assessed (see the table below for a listing of the components). Out of the 25 BPS components that could be 
documented in each file, the smallest number of components documented was 15 and the largest was 24 (M = 19.28, 
SD = 2.61). Six components were documented in all cases (i.e., Individual Psychiatric History, History of Present 
Illness, Suicidal Ideation, Relationships, Employment, and Legal Issues), whereas Childhood Health History was 
documented in only six files (3.7%). Strengths associated with the 25 individual BPS components were documented 
more often than deficits, but neither was documented frequently. Deficits were most often documented in terms of 
Substance Use History (42.9%) and Relationships (36.2%). Only one other component (i.e., Family History, 10.4%) 
had deficits documented in more than 10% of the files, however. Strengths were most frequently documented for 
Personality Styles and Characteristics (33.7% of the files), and there were eight other components where strengths 
were noted in at least 20% of the files (i.e., General Medical History, Current Living Situation, Family History, 
Relationships, Employment, Financial Resources, Educational History, and Interests/Hobbies). For all of the rest of 
the components, strengths were documented in less than 5% of the study files. (The study authors can be contacted 
for detailed results.) 
Using the five-point Detail and Comprehensiveness Scale on the study instrument, there was no information 
documented for nearly one-quarter (22.9%) of the components across the study files (“0”), approximately one-third 
(32.3%) included only minimal and insufficient information (“1”), just over one-third (36.4%) were rated as meeting 
basic requirements in terms of the thoroughness of the documentation (“2”), 6.5% were rated as somewhat more 
thorough (“3”), and only 1.9% received the top rating indicating the assessment information was complete and 
thorough (“4”; see the table below). There was a weak correlation between the mean rating for each file and the 
number of years of clinical experience of the therapist who wrote the file, r = .16, p = .04 (effect size r2 = .026 or 
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very small). 
Table. Mean Scores on the Detail and Comprehensiveness Scale for Each BPS Component
Clinic 1 Clinic 2 Clinic 3
Domains Components M (SD) M (SD) M (SD)
General Medical History 1.82 (.65) 1.56 (.88) 2.00 (.00)
Medications 1.69 (.81) 1.40 (.81) 2.02 (.13)
Childhood Health History 0.16 (.54) 0.02 (.14) 0.03 (.25)
          Biological Overall 1.22 (.67) 0.99 (.61) 1.35 (.23)
Substance Use History 1.57 (.81) 1.58 (.76) 3.00 (.00)
Individual Psychiatric History 1.71 (.61) 1.46 (.61) 2.00 (.00)
History of Present Illness 1.92 (.52) 1.12 (.39) 2.05 (.22)
Childhood Abuse History 1.35 (.93) 1.38 (.57) 2.00 (.00)
Suicidal Ideation 1.06 (.24) 1.04 (.20) 2.00 (.00)
Mental Status Examination 2.00 (.45) 1.66 (.48) 0.27 (.63)
Personality Styles and Characteristics 1.51 (1.07) 1.84 (1.06) 0.21 (.81)
Psychological Traumas 1.55 (.64) 1.52 (.79) 0.15 (.60)
Behavioral Observations 1.37 (.92) 1.12 (.33) 0.08 (.28)
Individual Developmental History 0.86 (1.11) 0.10 (.46) 0.00 (.00)
              Psychological Overall 1.49 (.73) 1.28 (.56) 1.18 (.25)
Relationships 2.76 (.76) 2.72 (1.21) 2.65 (.87)
Family History 2.10 (.36) 2.22 (1.13) 1.76 (.82)
Employment  1.84 (.46) 1.50 (1.00) 2.00 (.00)
Education History 1.88 (.38) 1.02 (.14) 2.00 (.00)
Legal Issues 1.69 (.68) 1.18 (.39) 2.00 (.00)
Current Living Situation/Arrangements 1.41 (.73) 1.40 (.90) 2.00 (.00)
Financial Resources 0.45 (.86) 1.26 (.69) 2.00 (.00)
Religion 1.47 (.54) 1.12 (.44) 1.00 (.00)
Multicultural Issues 0.88 (.59) 1.18 (.52) 1.00 (.00)
Military History 1.45 (.54) 1.00 (.00) 0.06 (.31)
Involvement in Activities of Personal 
Interest/Hobbies 0.04 (.28) 1.10 (.65) 0.00 (.00)
Spirituality 0.76 (.93) 0.14 (.41) 0.00 (.00)
          Sociocultural Overall 1.39 (.59) 1.32 (.62) 1.37 (.17)
Biopsychosocial Overall 1.41 (.17) 1.27 (.18) 1.29 (.06)
Note: Each client file was rated on the level of detail and thoroughness of the information found
regarding each of the 25 components. The ratings ranged from 0 to 4.
Biological
Psychological
Sociocultural
A single global rating was also made for the overall thoroughness and integration of the intake assessment 
information found in each client file. On this five-point scale, no file received a failing score (“0”), but the large 
majority of files (85.9%) were rated as having a general lack of focus and integration (“1”). Only 11.0% of the files 
were rated at the midpoint on the scale (“2”) intended to indicate “basic competency,” and only 3.1% were rated a 
“3.” No file received the highest score (“4”) indicating that the client assessment information was thorough, 
strengths were reinforced and amplified, weaknesses and problems were addressed, and issues were prioritized to 
reflect the client’s circumstances and preferences and to maximize treatment effectiveness. There was a weak 
correlation between the global ratings and the years of experience of the therapist who wrote the file, r = .16, p = .05 
(effect size r2 = .026 or very small).  
Both client gender and therapist gender were not consistently associated with the scores for detail and 
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thoroughness of the assessment information for the individual BPS components nor with the global scores for the 
overall thoroughness and integration of the assessment information. Client diagnoses on all five axes of the DSM-
IV-TR system also were found not to be associated with scores for detail and thoroughness of the individual BPS 
components, nor for overall thoroughness and integration. 
4. Conclusions 
This appears to be the first study to examine the comprehensiveness and integration of the intake documentation 
found in outpatient mental health files. The study found that the participating therapists were collecting client intake 
information from across all of the three general BPS domains. It was clear, however, that the documented intake 
information tended not to be detailed or comprehensive with regard to the individual BPS components. Strengths or 
weaknesses associated with these components were infrequently documented, and the Relationships component was 
the only one that was consistently documented relatively comprehensively.  
The study also found generally low ratings for the overall thoroughness and integration of the client intake 
assessments. In the large majority of the files (85.9%), the overall thoroughness and integration of the assessment 
information was rated 1 (on the 0-to-4 scale), which was defined as lower than the level indicating basic clinical 
competency. Therapists with more clinical experience did tend to receive slightly higher ratings than those with less 
experience, however. 
It is possible that the effectiveness of mental health care can be improved if intake assessments are conducted in a 
more thorough and integrative manner. A more detailed and complete understanding of clients’ development and 
functioning might result in stronger relationships and working alliances with clients, and could lead to more 
comprehensive and effective treatment plans with longer-term, more durable outcomes. This topic consequently 
deserves much more research attention.  
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